
PMA SAN DIEGO
P H I L I P P I N E  M E D I C A L  A S S O C I A T I O N  O N  S A N  D I E G O  I N C .

MEMBERSHIP APPLICATION FORM
1 6 1 5  S w e e t w a t e r  R d .  S u i t e  D

N a t i o n a l  C i t y ,  C a  9 1 9 5 0
w w w . p m a s d . o r g

T E L  6 1 9 . 4 7 4 . 2 2 3 3  | F A X  6 1 9  4 7 4  2 2 1 1

" T h e  A s s o c i a t i o n  Y o u  K n o w .  T h e  D o c t o r s  Y o u  T r u s t "

_______1.Solo_______ 2.Group _______3.Employed________ 4.Military_______5.Retired_______6.Others

1 6 1 5  S W E E T W A T E R  R D .  S U I T E  D  N A T I O N A L  C I T Y  C A  9 1 9 5 0
w w w . p m a s d . o r g

Date:______________________

*PHYSICIAN NAME  _________________________________________________________      *DOB ____________________________________________
 *SPOUSE  ___________________________________________________________________     *DOB ____________________________________________
Home Address will be handled with extreme confidentiality
Home:________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________
Home Phone #__________________________________________________ Mobile # :_________________________________________________________
Fax # _____________________________________________________________  Email Address: _________________________________________________
Contact #: ___________________________________________________________________________________________________________________________

OFFICE INFORMATION
*Office Address (1)__________________________________________________________________________________________________________________
*Office Phone #_________________________________________________________  Fax # :____________________________________________________

Office Address (2): __________________________________________________________________________________________________________________
Office Phone #_________________________________________________________  Fax # :_____________________________________________________

*State License(s):  1.____________________________________________________  2.________________________________________________________
*Specialty :_________________________________________________________  Subspecialty: ________________________________________________
Medical School_________________________________________________________________ Year Graduated:_________________________________
Post Graduate Training(s):
1. ______________________________________________________________________________________________________
2. ______________________________________________________________________________________________________
3. ______________________________________________________________________________________________________

*REQUIRED

YEARLY DUES 

$___________________

LIFETIME DUES

$_______________________

_ Signature Applicant

________________________

CURRENT PRACTICE


